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INTRODUCTION Actinomycosis is a rare chronic 
or subacute infectious disease resulting in suppu‑
rative and granulomatous inflammation. The dis‑
ease is caused by anaerobic or facultatively anaer‑
obic, acid‑resistant Gram‑positive bacteria of Ac-
tinomyces species. In the past classified as fungi, 
they derive their name from the shape of their 
colonies, whose branched filamentous forms re‑
semble traveling rays. In healthy subjects, Ac-
tinomyces form part of normal flora of the oral 
cavity or less commonly, a part of the gastro‑
intestinal tract and the genital tract. Actinomy-
ces are thus rated among opportunistic micro‑
organisms. Infections are endogenous and oc‑
cur more commonly in males (M:F = 3:1), usu‑
ally in subjects aged 20–50.1 The bacteria enter 
the body through the damaged mucous mem‑
brane or the skin, most commonly during tooth 
extractions, abdominal surgery or when having 
an intrauterine device (IUD) inserted.2 In loca‑
tions with favorable growth conditions (anaero‑
bic environment), Actinomyces provoke develop‑
ment of abscesses, having a tendency to form fis‑
tulas; they spread contiguously. In humans, actin‑
omycosis is most commonly caused by Actinomy-
ces israeli, Actinomyces propionica and Actinomyces 
naeslundi, although at least 39 species of this bac‑
terium have been described.3 A distinctive feature 
of this type of inflammation is the presence of “ac‑
tinomycosis grains”, sulfur colonies in the form 
of 0.1–5 mm grains in purulent contents secreted 
from the fistula. A microscopic test along with 
the presence of distinctive macroscopic features 
of purulent discharge leads to a diagnosis, which 
should be confirmed by microbiological evalua‑
tion. Actinomycosis treatment involves surgi‑
cal drainage of abscesses and the prolonged use 
of penicillins administered in high doses.4,5
CASE REPORT A 50‑year‑old female patient was 
admitted to the Department of Allergy and Im‑
munology Jagiellonian University School of Medi‑
cine to diagnose a cause of subfebrile temperature 
and left‑sided subcostal pain of 1.5 years’ dura‑
tion. She also complained of hip joint, knee joint 
and spinal pains. Within 4 months preceding hos‑
pitalization she lost 4 kg. She did not report any 
urination or defecation disorders. The patient’s 
father died of stomach cancer at the age of 49. 
At 24, the patient had her gallbladder removed 
due to cholelithiasis. Physical examination re‑
vealed a mass of indistinct borders and a dia meter 
of ~5–10 cm that was found in the left subcostal 
area. The location was slightly tender to palpa‑
tion. Furthermore, on the skin of the left shank, 
a ~3 mm wide single ecchymosis was noticed, and 
the limb skin demonstrated livedo reticularis. 
Small ecchymoses on the limbs and the face had 
been self‑reported. They subsided spontaneous‑
ly. Laboratory tests performed prior to hospital‑
ization showed increased levels of inflammatory 
markers, including erythrocyte sedimentation 
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area getting wider towards the front and sides 
of the lesion. Contrast ‑enhanced computed to‑
mography (CT) of the abdomen and the pelvis 
showed heterogeneous infiltration, 6 cm in di‑
ameter in the anatomical location of the right 
ovary, intraperitoneally, with strong enhance‑
ment. Moreover, below this infiltrate, a small, 
belt‑shaped fluid collection was observed (FIgURE 1), 
and in the abdominal wall, within the left subcos‑
tal area, the patient demonstrated a 10 × 4 cm 
heterogeneous, strongly contrast enhancing in‑
filtration (FIgURE 2). The fine‑needle aspiration 
biopsy of the abdominal wall lesion was per‑
formed. Cytology of the biopsy sample, per‑
formed in the Chair of Pathomorphology Jag‑
iellonian University School of Medicine, showed 
pus with bacterial colonies typical of actinomy‑
cosis (FIgURE 3).
After initiating antibiotic therapy using amox‑
icillin‑clavulanic acid, the patient was transferred 
to the department of gynecology. On surgery, 
a tumorous infiltration located in the abdomi‑
nal wall in the right inguinal area and a similar 
infiltration in the bladder wall, which was con‑
nected with the right‑sided inflammed, adnexa 
were removed. Moreover, the uterus with bilater‑
al adnexa was resected. Palpation and inspection 
of the abdomen showed no other pathological le‑
sions. The infiltration in the left‑sided subcostal 
area, described earlier in the CT and ultra sound 
examination, subsided after anti biotic therapy 
and the pain disappeared.
Histological examination of the bladder tu‑
mor lesion showed the presence of a mixed‑cell, 
reactive inflammatory infiltration was reported, 
whereas the material obtained from the right ova‑
ry and adnexa showed scattered unspecific infil‑
trations with granulation centers of an “around 
a foreign body” type were found. Within the fal‑
lopian tubes, purulent exsudates were observed 
(FIgURE 4). The described histopathological lesions 
may correspond to the picture of lesions found 
in actinomycosis.
DISCUSSION Depending on the lesion location, 
several forms of actinomycosis, i.e., cervicofacial, 
thoracic, abdominal and pelvic, can be distin‑
guished.1 The patient demonstrated a rare, mixed 
abdominopelvic form. Available data points out 
the association between use of IUD and occur‑
rence of pelvic actinomycosis.2,6,7 This is based 
on two observations. First, the common presence 
of Actinomyces in cervical smears obtained from 
users of IUD as compared to those who do not use 
IUD.7,8 Second, the invasive pelvic actinomycosis 
occurs nearly exclusively in women using IUD.8,9 
The patient presented here reported a history 
of several years’ use of IUD. It is highly probable 
that infection was transmitted through the geni‑
tal tract. It seems that the original lesion was a tu‑
morous infiltration of the right ovary mimicing 
the cancer, whereas infiltrations of the abdominal 
wall and the bladder could have been secondary. 
A few years earlier the patient had not undergone 
rate (ESR) 128 mm/h, C‑reactive protein (CRP) 
23 mg/l (norm: <8 mg/l) and thrombocytosis 
519,000/mm3 (norm: <440,000/mm3). Gastros‑
copy showed only hiatus hernia, and colonosco‑
py was normal.
During hospitalization, laboratory tests still 
demonstrated increased ESR and CRP levels and 
showed elevated levels of fibrinogen – 6.8 g/l 
(norm: 1.8–3.5 g/l), alanine aminotransferase – 
72 U/l (norm: 14–36 U/l), aspartate aminotrans‑
ferase – 92 U/l (norm: 14–36 U/l), g‑glutamyl‑
transpeptidase – 54 U/l (norm: 12–43 U/l) and al‑
kaline phosphatase – 140 U/l (norm: 38–126 U/l). 
The X‑rays of hip and knee joints did not reveal 
any abnormalities. The ultrasound examination 
of the abdomen and the pelvis demonstrated 
within the right ovary – a mass, about 4 cm in di‑
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any surgery within the abdominal cavity and ab‑
dominal actinomycosis is most commonly asso‑
ciated with surgical procedures.
In order to prevent invasive actinomycosis, us‑
ers of IUDs, in whom Actinomyces were detected 
in the cervical smear, should be suggested to re‑
move the intrauterine device, and those, who plan 
to insert an IUD, should be firmly advised against 
it. Examination of the cervical canal contents for 
the presence of Actinomyces in those patients 
could undoubtedly reduce the incidence of the in‑
vasive form of pelvic actinomycosis.
Actinomycotic lesions, with the concomitant‑
ly affected pelvis and abdominal cavity have rare‑
ly been described. Such manifestations are most 
commonly encountered in case of cancer locat‑
ed originally in the ovary.4 The described case in‑
dicates that in differential diagnosis of such le‑
sions, except for cancer, an infection, like actino‑
mycosis, should also be considered.10‑12 In the lat‑
ter case, even with highly advanced local lesions, 
prognosis is quite good on condition of an accu‑
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FIgURE 4  Surgical 
specimen – purulent 
contents in the fallopian 
tube (see asterisk); large, 
chronic, partly purulent, 
inflammatory infiltrations 
with numerous macro‑
phages found in the wall 
of the fallopian tube and 
in the adjacent segment 
of the ovary (see arrows) 
(hematoxylin–eosin 
stain, magnified 200 × )
